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Rheumatoid arthritis is a chronic disease caus-
ing much suffering. Although in comparison to other 
diseases, the figures for arthritis as a cause of death 
are low, arthritis is distressing and involves long term 
disability, severe pain, and frequent invalidism. The 
social and economic problems that are posed are difficult 
to solve because the medical treatment is so long and so 
expensive and because the earning power of the affected 
person is so often reduced. 
The Edward Daniels Faulkner Arthritis Clinic at 
Presbyterian Hospital of the City of New York was the 
writer's first experience in medical social vvo rk. 
Several years of work in this clinic seemed to point out 
that it would be desirable to study and review the 
functioning of a Social Service Department in relation 
to this medical service. It was felt that such a study 
would enable the social worker to view the clinic more 
objectively and perhaps enable her to make some changes 
which would improve services to the patient. The in-
vestigator was interested in finding out how the social 
worker is being employed in relation to an Arthritis 
Clinic. Several important questions presented them-
selves in considering the role of the social worker in 
the clinic. One was the kind of help for which patients 
are referred, the second v~as the kind of help the patients 
ask, and tl:le third was the areas in which the social 
worker is able to help. 
The Arthritis Clinic at Presbyterian Hospital 
meets two afternoons a week. Approximately ninety 
patients attend the Arthritis Clinic weekly. About fifty 
come to the Wednesday afternoon session, and about forty 
come to the Friday afternoon session. A few of these 
.patients attend the clinic weekly. There are no avail-
able figures which reveal the number of patients who 
attend the clinic weekly. It bas been estimated tl:la t 
4,842 patients visits are made yearly to the clinic, of 
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whom 332 are new patients. There is a roster of one thousand 
patients with rheumatoid arthritis who are either seen 
regularly by the physician or are being followed by 
correspondence for the rest of their lives. 
The writer is the only social worker assigned 
to tbe Arthritis Clinic. The study includes the total 
number of new referrals of arthritis patients she re-
ceived from various sources during the year 1953. It 
was decided to take the total of ei~ty patients as a 
basis for the study since it was felt that this was a 
workable number. The social worker had worked with 
other patients in the clinic during this period. These 
patients included those she had known from previous 
years and patients with other forms of arthritis. The 
worker , making this study . i s also assigned responsi-
bility for two medical wards which have thirty-four 
beds. 
The monthly intake sheet of the social service 
department, which each worker keeps as a daily record 
of new referrals, was used to determine how many new 
patients the social worker saw each month from the 
Arthritis Clinic. The eighty charts, which contain 
medical and social service records, were reviewed and 
studied to gather the data. A schedule was devised to 
help the writer collect the information that v~uld be 
significant to the purpose of this study and help under-
stand some of the underlying factors with regard to the 
patients and their problems. (See Appendix) 
This study includes only patients suffering from 
rheumatoid arthritis. The clinic also treats patients 
with other forms of arthritis. A possible limitation to 
the objectivity of the study is the fact that the vvriter 
is studying her own cases. 
Both Dr. Charles Ragan, the acting head of the 
Arthritis Clinic and the New York City Arthritis and 
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Rhe~tiam Foundation, expressed interest in this study. 
CHAPTER II 
THE ARTHRITIS CLINIC 
-
The Edward Daniels Faulkner Arthritis Clinic at 
Presbyterian Hospital is part of a voluntary hospital 
which serves the lower and middle income groups. The 
clinic was founded for the purpose of treatment and re-
search in 1929 by Mrs. Faulkner in memocy of her hus-
band, Edward Daniels Faulkner, w1o had suffered greatly 
with arthritis. 
At present the Arthritis Clinic occupies eight 
rooms for patient care on the tenth floor of the vander-
bilt Clinic outpatient department, and three laboratories 
in the College of Physicians and Surgeons. 
Of the patients requiring treatment for arthritis 
at the Presbyterian Hospital some come of their own ac-
cord, while others have been referred by private doctors, 
hospitals, or by individuals. All of tham, however, 
are admitted through the same channels; after having 
filled out the Vanderbilt Clinic application blank, they 
see the registrar regarding fees, etc., and are then 
sent to the Medical Distributing Clinic, and finally to 
the Arthritis Clinic. Many patients are given appoint-
b 
menta for the Group Clinic, vtlich is a diagnostic clinic. 
These patients undergo a very thorough physical work-up 
which includes many laboratory tests. If it has been 
decided that they need treatment for arthritis, they 
are also given appointments to attend the Arthritis 
Clinic. 
The fees for each clinic visit range from free 
rate to top rate, which is two dollars and fifty cents. 
~he rate is made by the registrar depending on the 
circumstances in each individual case. The patients re-
ceiving financial assistance from the Department of 
Welfare are rated free and get all the medicine and 
tests without cost. 
When the patient first comes to the Arthritis 
Clinie, a ve~r complete and detailed history is taken, 
particular importance being attached to the following: 
mode of onset - those joints involved and the progress-
ion of involvement; relation of onset to upper respira-
tory infection, heart disease, scarlet fever, rheumatism, 
injections of insulin or liver, etc., evidence of trauma, 
occupation, strain or fatigue, weight loss, allergies, 
response to therapy, associated diseases and sample 
diet with special attention to nutritional deficiency 
and alcoholism. A physical examination is given, and 
the laboratory findings include reports on the red and 
white blood counts, hemolytic streptococcus agglutination, 
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urinalysis, blood Wasserman, blood sedimentation rate, 
blood uric acid determination, Roentgen examination of 
at least one of the affected joints and a gpnococcus 
complement fixation test. 
The Arthritis Clinic is in session two after-
noons a week. When a patient comes in to keep an appoint-
ment, . he is first weighed and his temperature is taken. 
These are recorded on his medical chart wnich is placed 
on the doctor's desk to be available when· he sees the 
patient. Then each person waits his turn to see the 
doctor, who is usually the same person every time. After 
the patient explainS his week's progress, aches and 
pains, and the doctor has made his notations on the 
chart, the nurse gives the patient his gold injection, 
liver extract, or whatever treatment he is receiving. 
Blood counts, urinalysis, etc., are also done then, 
if requested. by the doc tor. Many patients are referred 
to other clinics for treatfu-ent or further examination. 
A large group of patients~ who attend the Arthritis 
Clinic, visit the Physical Therapy Clinic a few days a 
week and a few are enrolled in the occupational therapy 
classes. The patient . who is referred to social service 
department . is seen by the medical social worker, after 
he has finished with the clinic procedure. 
The Arthritis Clinic consists of the following 
personnel: t hirteen doctors, three nurses, one social 
'I 
worker, two clinic aides, one laboratory assistant, and 
one secretary. Three of the doctors have fellowships 
from the Rheumatism and Arthritis Foundation and devote 
all their time in the study, research and treatment of 
rheumatoi d arthritis and related diseases. 
During the afternoons the socia l worker spends 
at the clinic she observes men, women and some chilo.ren 
in all stages of the disease coming to see the doctors 
to get some relief from their pains, stiffness, and other 
disco~orts. In many cases the social worker has no 
occasion to meet these patients to find out about their 
social situations and to inform them how the Social Ser-
vice Department can be of service to them. It was 
customary for the social worker in the clinic to depend 
on contact with patients through referrals made by the 
doctors, nurses, the patients themselves or anyone within 
the hospital setting who recognized a problem. This 
channel of referral did not always seem satisfactory be-
cause often through other channels patients with social 
and emotional problems were discovered who had not been 
referred to the social worker. Also, it was often found 
that the referrals were not appropriate referrals. The 
patients might have been ready for rehabilitation from 
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the physical standpoint, however, not prepared psychologi-
cally to mobilize themselves or use the help of a person who 
could help him. Many of the patients who were referred 
to the social worker were often not interested in the help 
she was able to offer. 
At least half of the doctors focused all their 
attention on the me dical aspect of the disease and over-
looked the fundamenta1 concepts of the patient as a total 
human being. 
The doctor today is likely to know a great 
deal more about the pathology of his patients 
tban did the horse-and-buggy doctor, but is 
less apt to kn~N what his patient is really 
like as a person, who his family is , how he 
lives, his financial situation, how his ill-
ness has affected his way of living, etc. 
Actually, the complexity of modern living 
makes it impossible for the doctor to be 
knowledgeable in all factors which impinge 
upon the lives and health of his patients, or 
to handle, as he so often did in the past, the 
numerous1problems v.hich chronic illness creates for him. 
The medical staff on the whole · remains · station-
ary with the exception of two or three new doc tors, who 
come each year on fellowships. The new doctors seldom 
or never call upon social service for help. 
The time limitation of the clinic is a matter 
that needs to be taken into consideration. First of all, 
the clinic only meets two afternoons a week. The doctors 
usually arrive between one-thirty and two-thirty. The 
referrals usually start coming after three o'clock, and 
the clinic is over between four and four-thirty. Often 
1. Minna Field, Patients Are People, p. 13. 
the patients who come into the social service office 
are upset or disturbed. These patients usually require 
at least a half hour to an hour of the social worker's 
time. The worker is left with very little time after 
the longer interviews to spend with other patients. 
The patient population changes frequently. Many 
patients discontinue coming to the clinic when they see 
no improvement in their condition. Other patients drop 
out of the clinic, and no one is .Illl.de aware: of the reason. 
A few patients become so badly crippled tba t they are 
not even able to travel by taxi. Very few of the 
patients are asked to attend the clinic weekly. Most 
of them are given semi-monthly or monthly appointments. 
The social worker in the clinic is very seldom called 
upon to do any follow up. The doctor's secretary is 
responsible for follow up. 
Thus it seemed tba t the setting of the clinic 
and the uses made of the social worker suggested the 
advisability of studying the function of social service 
in the clinic, so that more efficient help could be 
given to the patient. 
CHAPTER III 
MEDICAL, SOCIAL AND EMOTIONAL ASPECTS OF ARTHRITIS 
- --
As Dr. Margolis has indicated in his paper, we 
are still pioneers in our understanding both of the 
arthritis patient and of the many complicated factors 
1 
that make him ill. The increased understanding of 
people, of disease and, more important, of the inter-
play between people and disease has rendered those en-
trusted with the care of the arthritic patient more ca-
pable of treating him. This disease, with its terrific 
pain, is one which may be present for a number of years 
with remissions and relapses, making it almost impossible 
to determine if and when a person is cured. Sometimes 
a patient will become progressively worse to the point 
of severe deformity and crippling or he may recover al-
most completely. 
Dr. M. H. Dawson tells us t.'lla t 
Rheumatoid arthritis is a systemic disease 
of unknown etiology, characterized by a chronic 
and progressive involvement of the articular 
structures. The disease picture manifests it-
1. H. W .• Margolis, "Care of the Patient with 
Rheumatoid Arthritis," The Family, p. 323-30, January, 
1945. 
.1..1. 
self in two phases, one of which is systemic 
and the other purely local in character. 
vVhile the presenting picture i s usually that 
of slowly progressing damage to the joint 
structures, there occurs coincidentally a 
profound constitutional reaction in t he body 
as a whole - a reaction Which cannot be con-
sidered as mer~ly secondary to the disease 
of the joints. 
Dr. Robert F. Loeb says: 
Rheumatoid arthritis is a chronic con-
stitutional disease of the joints character-
ized by inflammatory changes in the synovial 
membrane and periarticular structures, and by 
atrophy and rarefaction of the bones. In the 
earlier stages the disease manifests itself 
as a migratory swelling and stiffness of the 
joints, in the later stages, by more ar less 
deformity and ankylosis. Rheumatoid arthritis 
affects chiefly the collagen substance of 
connective tissue, and is now generally looked 
upon as one of the "collagen diseases.n3 
A great deal has been written about this disease. 
However, its etiology has not been determined as yet. 
Some of the theories which have been proposed concerning 
its etiology are those of focal infection, bacterial 
allergy, virus infection, vitamin deficiency, metabolic 
disorders, trauma, shock, circulatory disturbance, con-
stitutional inferiority, heredity, climate and emotion-
al origin. 
The disturbance of the body machine may in some 
cases be started by an environmental maladjustment. Sub-
2. Henry M. Dawson, Chronic Arthritis, p. 608. 
3. Robert F. Loeb, Textbook £! Medicine, p. 1320. 
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jective symptoms, like stiffness, pain and limitation 
of movement may be the manifestations of emotional up-
sets. Since a common s ymptom of arthritis is increased 
nervous irritability, doctors have observed a relation-
ship between emotional crises and arthritic symptoms. 
No scientific conclusions concerning the validity of 
the synchronism of social and illness factors in ar-
thritis are possible at this time. The topic has been 
studied by Cobb, Bauer and Whiting and their conclusion 
is: 
Environmental stress, especially poverty, 
grief, and family worry, seem to bear more 
than a chance relationship to the onset and 
exacerbations of rheumatic arthritis. The 
relative importance of these factors in the 
etiology of rheumatic arthritis can be es-
tablished only by a much more detailed 
psychiatric study.4 
A popular misconception is that arthritis attacks 
most frequently people of a:n older age group. It usually 
starts betvveen the ages of twenty and fifty. Most of 
the cases occur between the a ges of thirty-five and forty. 
"About fifty per cent of those who are disabled are 
5 
under forty-five years of age •" 
4. Stanley Cobb, and others, . ''~nviJ:>onmental 
Factors in Rheumatoid Arthritis," Journal of A.M.A. 
Vol. 13, No. 8, p. 699, August 19, 1939. -----
5 • . American Rheumatism Association, Primer on 
Rheumatic Diseases, p. 2. 
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Thus it is seen that arthritis attacks adults in the 
prime of life and although it does not kill in the 
dranatic way that cancer does, it does enervate, dull 
the perceptions and destroy much of the zest for living. 
It affects three times as many women as men. 
New studies n~v show that arthritis most often strikes 
women whose daily work load causes heavy mental or 
physical strain. The case histories of ·women crippled 
by the disease commonly show long hours of hard work, in 
the home or outside, with little rest or relaxation. 
Because so many women are a f flicted by arthritis, many 
scientists are convinced that there is a link between 
sex and this Number One Crippler. 
Though there is no specific cure for rheumatoid 
arthritis, it is often possible to control the disease. 
Measures of proved value, for the most part, are direct-
ed toward improving the patient's general health. These 
include rest, nutrition, drugs, physical therapy, gold 
tlwrapy, cortisone and ACTH, phenylbutazone, psycho-
therapy, social case work, and rehabilitation. 
Persons in the lower income group appear 
to be more affected by the rheumatic diseases 
than those in higher income brackets. Rheumatic 
diseases are twice as common among those with a 
family income of less than $1,000 a year tban 
among those with a family income of $3,000 or 
more a year. Rheumatic diseases are three and 
one-half times as common among individUals on 
home relief or the welfare rolls than among 
those in the higher income groups. The 1,143,000 
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persons who are partially disabled with arthritis 
in the United States lose an average of five 
months work each year. The disease often limits 
the a.m.ounti of work a person is able to do, and 
as a result, many sufferers must change their 
occupations to less active and less productive 
ones.6 
The medical social worker Should have some con-
cept of the extent to which the patient's personality 
has contributed to his being arthritic. Bessie Schless, 
writing in the Journal of Social Casework, has stated: 
Psychosomatic findings in the arthritic 
patient indicate that essentially the 
arthritic patient is a hostile person, so 
fearful that he unconsciously encases his 
joints 'in concrete' so that he cannot strike 
out against the world. Thus, in working with 
persons loaded with hostility, the worker 
must be strong enough to help the patient ex-
press and bear the brunt of his angry feelings 
toward her an d the me dical services with which 
she is identified. So long as she is impelled 
by the necessity of having the patient only 
feel positively toward her and her services, 
she blocks him from ft1ll use of a relationship 
that purports to give him freedom to be him-
self in the experience of being ill. ? 
Jeanette Hertzman bas also propounded the theory 
of arthritis patients encasing their joints ttin concrete" 
6. Bernard Isaac Comroe, Arthrit is and Allied 
Disorders, p. 29. ---
7 • Bessie Schle ss, "Social . Casework Services 
to the Arthritic Patient," Journal of Social Casework 
p. 236, January 1945. 
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because they have so much hostility. Dr. Margolis has 
pointed out that: 
We see in various types of arthritis 
chronic anxiety, emotional insecurity and 
compulsive drives to attain security through 
achievement which lead to depletion of physical 
energy reserves and result in a lowered resist-
ence. Thus, the way is paved for infection or 
metabolic disorders percipitating the arthritis 
in those probably inherently susceptible. Or 
mild degenerative chang es in joints, normal in 
the latter periods of life are used as focal for 
expressing feelings of depression or anxiety. 
Or again, the psychogenic backache , the painful 
shoulder, the 'pa ins in the neck' and arms, 
express repressed emotional conflicts.9 
Recently the Arthritis Clinic of the Massachusetts 
General Hospital, Boston conducted a psychoanalytic study 
of eight patients sUffering from rheUI!l9.toid arthriti s . 
The results of this study was published by the Arthritis 
and Rheumatism Foundation. Dr. Alfred o. Ludwig, who 
wrote up the results of this study stated that: 
Despite outwardly normal social, often a 
superior work adjustment , they could be demon-
strated to be in a precarious state of 
emotional insecurity, with marked feeling of 
inadequacy. At times, depressions of varying 
intensity were manifest, with self-derogatory 
8. Jeanette Hertzman, "Casework in the Psycho-
somatic Approach," Journal of Social Casework, p. 299. 
9.. H. M. Margolis, up sychosomatic Approach to 
:Medical Diagnoses and Treatment , " Journal of Social 
Casework, p. 293, December 1946. 
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and self-accusatory attitudes. Interpersonal 
relationships were tenuous, occasionally with 
marked emotional isolation and emotion could 
not be expressed outwardly in an adequate 
fashion. While some patients with rheumatoid 
arthritis manifest their underlying dependency 
overtly and siru~ into severe invalidism in spite 
of minimal joint disability, it is more common 
for the patient to conceal, and even to be un-
aware of his state of insecurity. This was 
true of six of this series. The psychological 
defense of denial was used and the patients 
attempted to negate their feelings of helpless-
ness. A common statement used was: "I f'ee1 fine. 
I neither need, nor want anything from anyone." 
In desperate need of support from others, they . 
were prone to drive themselves compulsively and 
indulge in physical and intellectual activity 
far beyond their capacities. In addition they 
attempted to ingratiate themselves, often to the 
point of allowing themselves to be exploited by 
their readiness to do favors, but on the othlO 
hand ·were unable to accept help from others. 
The arthritic views himself as impossibly small 
J. 'I 
qnd helpless and the outside world as inexorably hostile. 
Dr. Alfred Ludwig believes that from this, perhaps, is 
derived their own defensive hostility, and the curious 
negativism which makes therapy, physiologic or psychologic, 
so difficult. 
The results to date indicate that there is 
a demonstrable relationship between the emotional 
meaning and reactions to events and the exacerba-
tions of the joints symptoms, and that the course 
of the disease can be influenced by psycho-
therapeutic methods. Patients in the early stages 
of the disease, ·when the course is sti 11 that of 
alternating exacerbations and remissions, without 
serious irreversible joint damage appear to be 
10. Alfred Ludwig M. D., "Psychogenic Factors in 
Rheumatoid Arthritis," Bulletin on Rheumatic Diseases, 
p. 15, 16, April 1952. --
more favorable for this type of approach. It 
is not possible to assess accurately the value 
of psychotherapl in the more chronic stages 
of the disease. 1 
It is Dr. Ludwig's opinion that since loss of 
security and their underlying dependency appears to be 
significant the physician should provide or restore as 
much security as possible in the treatment situation. 
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He feels that this can be accomplished by shovJing interest 
in the patient as a human being, and by allowing and en-
com·aging him to air his problems. It is felt that if 
the relationship is successful, the patient establishes 
a dependence upon the physician, which can have important 
bearing on the treatment as long as the patient continues 
to trust the doctor and to feel that he will be avail-
able when needed. If the patient becomes too dependent 
on the doctor, it is suggested that he g ive the patient 
gentle encouragement in the direction of increased activity. 
The relationship between the doctor and the patient des-
cribed by Dr. Ludwig can in many cases be carried on by 
the social worker. 
The arthritic patient or any person with a 
chronic and disabling disease is faced with a great many 
social problems. There is, first of all, the economic 
burden exacted by an illness that is costly in terms of 
treatment and, at the same time, deprives the patient of 
11. Alf'red Ludwig M. D., The Psychotherapy of 
Rheumatoid Arthritis (unpublished data. 1951) 
the physical capacit y to earn his livelihood; second, 
the chronic nature of the illness, necessitating not 
only costly but lengthy treatment; third, the emotion-
al stress that accompanies an illness productive of 
physical change and involving a reorientation Of the 
sick person's usual way of living. 
The social worker can be helpful to the arthritic 
patient in many way.s and in many areas. 
The medical social ·worker stands in a 
strategic position in treating the rheumatoid 
arthritis patient. At the core of her services 
in the me dical setting lies her individualization 
of the sick person, her recognition of the 
peculiar problem that illness creates for him, 
her understanding of the forces that make and 
keep him sick. Her focus is upon helping the 
patient, with his differences, utilize the 
services available to make him well. The 
objective of both medical social worker and 
doctor is the patient's optimum recovery, but 
each brings to the treatment situation the 
benefit 1~f his own particular knowledge and skill. 
Assistance in meeting realit y problems connect-
ed with treatment may constitute all the help that some 
individuals need or can use. Helping the patient imple-
ment the medical recommendations is a task that falls 
largely on the medical social worker - the provision of 
an elastic stocldng, arches, brace, special diet, employ-
12. Dora Goldstine, Readings in Theory and 
Practice 2[ Medical Social ~' p. 21~ ---
-------------· ------------------------~ 
ment, housing , or helping with the individual difficulties 
the clinic regime creates for him. 
Any regime stirs up feeli ng s that must be under-
stood. A regime may provide support for the patient or 
it may carry the complic ations of authority which the 
patient may either resent or welcome. Speci al diets 
and restriction of work or recreation may be experienced 
as a deprivation or a punishment; regular injections, 
such as liver, may have the emotional meaning of bodily 
attack. If the patient is helped by the social worker 
to assume responsibility for his ovm care, he is less 
likely to feel that the deprivations and restrictions 
have been placed upon him from without. He will feel 
less pressure to rebel and neglect treatment, if the 
regime is one he accepts and does not symbolize the 
authority of another. 
:Mim1a Field states in her new book that: 
Prolonged illness, hospitalization, and 
its sequelae pose numerous and serious problems 
for all patients. The nature of the problem, 
however, varies from individual to individual. 
An understan ding of the patient and the way in 
which he reacts to the problems confronting him 
are important to all those whose primary 
obligations are the restoration of the patient 
to maximal usefulness. One patient may be 
GV 
worried about his financial situation, another 
may be concerned about his relationship to his 
family. Still another may be intimidated by the 
impersonal atmosphere of the hospital, fri ghtened 
by clinic procedures and tests, mystified by his 
lack of understanding of what is being done and 
why, bewildered by changes in treatment, frustrat-
ed by the slowness of improvement and the threat 
to his physical well-being, embarrassed by his 
dependence, resentful of the controls imposed 
upon him. Whatever the problem, it bas its 
repercussions on the patient's medical con-
dition. The social worker's interest in the 
total welfare of the patient imposes upon her 
an obligation to help him to the best of her 
ability. 3 
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How badly the economic situation deteriorates seems 
to depend on the position in the family of the disabled 
person, on the resources a frunily has, on the temporary 
measures taken by the family group to tide over a period 
of idleness, and the rapidity with which the handicapped 
person, if he is the primary provider, is able to re-
turn to remunerative activity. The individual's personal-
ity and emotional attitudes will often detenmine whether 
or not there will be economic dependency. 
Economic dependency, which in this discussion is 
defined as maintenance received from private or public 
a gencies and from relatives, cannot always be avoided for 
realistic reasons. The chronically ill person may not 
ba.ve any saving or frunily re sources to fall back on. 
The relation of some forms of prolonged illness 
to poor economic conditions is well known. Simi:Iarly the 
tendency to certain illness are increased by poverty, 
poor diet, overcrowding, etc. In addition, poor financial 
circumstances often mean delayed medical attention or the 
total lack of it at the beginning of an acute illness. 
13. Minna Field, Patients Are People, p. 228. 
Any disease which begins as an acute illness can become 
chronic. An acute rheumatic flare-up, for example, may 
mean the onset of rheumatoid arthritis. Adequate medi-
cal attention a t the very onset and t hroughout the a cute 
period i s often the only means of preventing an acute 
illness from developing into a chronic illness. Un-
fortuna tely , such medic a l c a r e is not easily available 
to people i n the low income group. 
Even when medical f a cilities are ava ilable 
economic pressures may interfere with carrying out the 
physician ' s recomnendations. A specia l diet or expen-
sive medicine, which may be an essential form of treat-
ment, may prove prohibitive in cost. The need to work 
in order to make a living n~y make it impossible to ad-
here to the doctor's recommendation for a prolonged 
rest which would arrest the sp read of the di s ease , or 
prevent a recurrence. Dre Boas points out i n his book 
that unfavorable economic circumstances not only make 
difficult the arrest of chronic disease and the re-
habilita tion of the chronic sick but a re a ctua lly respon-
14 
sible for the development of much chronic illness. 
No one single illustra tion, or any g roup of 
illustra tions ca n convey what prolonged illness means 
14. Ernst P . Boas, The Unseen Pl ague: Chronic 
Disease, p. 91. 
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to the patient or to his family. It usually means dis-
couragement, fear of recurrence, defeat of plans and 
hopes for the future, economic insecurity, exhaustion 
of savings, lowering of standards, mounting debts -
all these are frequent concomitants of chronic illness. 
Changes in the patient's functioning 
capacities may result from rheumatoid 
arthritis or any other chronic disease. 
The physical deterioration and the result-
ing curtailment of activities frequently 
reinforce each other, leaving the person in 
a state of helplessness and hopelessness. 15 
Most all chronic diseases bring their sufferers 
inconveniences and hardships but few prolonged illnesses 
inflict severe pain. Many chronic diseases like tuber-
culosis, cardiac conditions, etc. require their victims 
to adhere to strict bed rest for long periods of time. 
In comparison the rheumatoid arthritis patient is en-
couraged to be as active as he can possibly be despite 
his pain and deformity. Often inactivity and the hope-
less attitude of "what's the use" creates more stiffness 
and disabili~ and sometimes invalidism. 
Socially, the sick and disabled person often be-
comes maladjusted because his opportunities for companion-
able relationships are restricted. The nature of this 
chronic illness may cause the patient to be withdrawn 
15. Frances Upham, A Dynamic Approach ~ Ill-
~' P• go. 
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from society for long periods of hospitalization, and 
after he is released, he may still be immobilized for 
a long time. This is not conducive to natural contacts, 
and cannot help but affect his personality. Emotional 
maladjustments arise not only from physical but social 
obstacles that confront the individual, not only be-
caus e he is deprived of the ability to do a great many 
things, but because he .may never have been taught to 
face his limitations and take stock of his assets. 
As in all illness, the patient with a 
chronic ailment may have had some of the 
same characteristics before be became ill. 
He may not have worked regularly and bave 
set up his o'm protective rhythm of alternate 
rest and activity. He may have had an 
emotional vulnerability to the particular dis-
ease or he may always have b een unable to 
carry responsibility. Likewise, he nay always 
have had limited interest and found few social 
satisfactions. The inner and outer factors in 
chronic illness operate both as cause and 
effect.l6 
Unhappily, chronic disease does not usually affect 
the patient alone. The most directly affected are mem-
bers of the patient's immediate family. As Dr. H. B. 
Richardson expressed it, "the family is part of the in-
17 
dividual and the i ndividual is part of the family." 
16. Frances Upham, A Dynamic Approach to Ill-
~' P• ~0. 
1 7. Henry B. Richardson, Patients~ 
Families, p. 68 • 
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The medical social worker is familiar with the 
tragedy of the broken family - broken because the 
mother of little children is stricken or the father of 
a dependent family is rendered helpless. Even if' suit-
able medical care can be secured t the patient wi 11 not 
benefit by it if he is worried about unfulfilled 
responsibilities. 
If the IS- tient is the nan of the family and 
the breadwinner, the standards of living and plans for 
the future may bave to be changed. Sometimes the v.d.fe 
may bave to accept a job outside the home, and make 
plans for the supervision of the children. Even if' 
the economic situation is such that the wi f'e does not 
need to find employment, and if' she is called upon to 
assume the additional burden of caring for her sick 
husband, she may have little time, energy or patience 
left for her home and children. Thus, the home and the 
children are neglected when the mother is the patient . 
The whole life of' the family may center around the sick 
person. The attention his condition requires and the 
concern about his welfare may deprive the children of 
the care which is essential for their development. 
The patient's adjustment to his illness 
depends on the type of' person he was prior 
to his illness and problems with which he was 
confronted. The degree of disability from 
slirllar bodily impairments varies in different 
persons. It can even be that one with a great 
25 
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impairment suffers less disabilita than 
another with a small impairment .1 
As stated by another authority, 
Chronic disease sometimes presents a more 
difficult problem with those who are ambulatory 
and able to lead a partially normal life. The 
dominant problem of the ambulatory patient with 
chronic disease is usually that of keeping up 
his courage in order that he rm..y persia t in 
the regime prescribed, live within his physical 
limitations, and preserve or develop his sense 
of responsibility in carrying his share of the 
treatment, and more difficult still, in finding 
life v~vUrth while. 19 
18. Janet Thornton, The Social Component ~ 
Medical ~' p. 116. 
19. Ida M. Cannon, Social~~ Hospitals, 
p. 76 . 
CHAPTER IV 
ANALYSIS OF DATA 
--
In 1953 the. social worker assigned to the 
Arthritis Clinic received eighty new referrals. There 
were fifty-five referrals from the clinic doctors; 
twenty-three patients referred themselves, and two 
social workers from other services in the hospital re-
ferred patients to the v~rker in the Arthritis Clinic. 
(See Table I.) TWenty-seven of the fifty-five patients 
referred by the doctor had never bad previous contact 
with a social worker. Twenty-two of the twenty-three 
patients , who referred themselves to the social service 
department, had bad previous contact with a social work-
er at the hospital or at another social agency. A few 
of these patients heard about the department from other 
clinic patients already known to a social v.orker. 
Table II also indicates that sixty-rive of the 
patients included in this study were women and fifteen 
were men. The n:ari tal status of the patients was as 
follows: fourteen women were single, nineteen were 
married, eight were separated, five were divorced, six-
teen were widowed, and three females were children. All 
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TABLE I. 













AGE AND SEX OF THE EIGHTY PATIENTS STUDIED 
Sex 
Age Male Female Total 
0 
- 10 0 2 2 
11 - 21 1 4 5 
22 
- 32 0 7 7 
33 - 43 2 12 14 
44 ~ 54 4 15 19 
55 - 65 5 13 18 
66 and over 3 12 15 
-
Total 15 65 80 
the adult male patients were married. One male child 
with juvenile rheumatoid arthritis was i ncluded in this 
study. 
The economic status of the eighty patients 
studied is given in 'l able III. This table shows tha t 
only nine patients out of the eighty studied we re self-
su pporting or supportj_ng themselves and others . This is 
an i nteresting fi nd i ng ; however, it must b.e kept in n i n d 
tha t sixty -fi ve patie nt s included in this study were women, 
and nineteen were married. It can be assuned that a 
grea t many ma rried women are housewi ves and supported by 
their husbands. 
Seventy-one patients were ei ther dependent on 
the s uppor t of the government or dependent on the support 
of friends and rel atives. The larges t group consisted of 
thirt y-nine patients, who were being supported by friends 
and r elatives. Thirty-two patient s were receivi ng eithe r 
Old Age Assistance, Old Age Pension, Aid to Dependent 
Children or financial assistance f r om the Department of 
Welfare. 
The doctors referred patients to the social worker 
for sixteen different reasons. In comparison, the patients 
who referred themselves came to see the social worker 
~inly for help with Department of Vvelfare pr oblems. (See 
~able IV and Table V.) 




SOURCE OF INCOME 
Source of Support Female Male Total 
Old Age Assistance 
or Pension 7 3 10 
Aid to Dependent 
Chi ldren 5 0 5 
Home Relief 4 1 5 
Aid for the Disabled 12 0 12 
Friends or Family 33 6 39 
Supports Self' 3 3 6 
Supports Self and 
Others 1 2 3 
Total 65 15 80 
TABLE IV. 
REASONS FOR SELF REFEILAAL 
Referral 
Transpor ta ti on 
Employment or Rehabilitation 
Financial Assistance 















HEASONS :BUR DOCTOR'S REFERRAL 
Referral Number of Patients 
1.. Employment and Rehabilitation 
2. Convalescence 
3. Transportation 
4. Department of \Ye lfare Problems 
5. Housekeeper 
6. Review Home Situation 
? • Housing 
8. Camp 
9. Chronic Care 
10. Visiting Nurse 
11. Hospital Admission 
12. Financial 
13. Child Guidance 
14. Sight Saving Class 
15. Home Teacher 



















social worker for help vvi th Department of Welfare prob-
lems. rrost of these patients wanted the worker to send 
recommendations for s pecial d iets and clinic carfare 
l etters. The re were only five other reasons for 
which the patients referred themselves to the social ser-
vice department . The other reasons were for transporta-
tion, employment or rehabilitation, financial, housing 
and summer camp. Table v. gives the sixteen reasons why 
the doctors recommended tlllit their patients see a social 
worker and the number of patients referred for each 
classificati on. 
In analyzing the nature or reason for the re-
ferrals the writer found it advisable to break down the 
numerous problems referred to the social worker into four 
groups of classifications. The four classifications 
selected were: 1. Financial, 2. EmploJ~ent and Re-
habilitation, 3. Environmental Manipulation, 4. Family 
and Personal Problems. (See Table VI.) 
The writer included all the patients on Welfare 
who needed special diets, clinic carfare, free medication 
or appliances under the financial classification. There 
were twenty patients on Welfare requesting this kind of 
assistance. The social workers' recommendations for these 
needs usually resulted in an increase in the patient's 
welfare budget and also an authorization giving the name 




NATURE OF REFERRAL PROBLEM 





Family and Personal Problems 
Total 






without cost. The nine patients not receiving public 
assistance who were referred to the social worker for 
appliances of various kind s were also grouped in the 
financial classification because it was necessary to 
review their financial situation in order to determine 
whether or not they could pa:T for the appliance recom-
mended by their doctor. The giving of financial assist-
ance in the form of a gift or a loan for special non-
recurring needs which could not be met by any other 
resources within the family group or community was also 
listed in the financial group. 
All the patients who were referred or asked for 
help in finding employment or rehabilitation were included 
in the second category. The next classification is en-
vironmental manipulation. The writer included the follow-
ing referrals in this group: arrangine for convalescence, 
chronic care, old age home, visiting nurse, camp, home 
teacher, housekeeper, transport ation, and finding better 
housing. Table VII gives the number of patients referred 
for each of these reasons. 
~atients having marital problems, child-parent 
difficulties, and problems around the inability to adjust 
to their illness or to form meaningful human relation-
ships were grouped under family and personal problems. 
The type of problem most frequently referred to 
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Old Ag e Home 
Home Teacher 
Sight Saving Class 
Total 














the social worker was in the financial and environmental 
manipulation areas. Thirty-three patients were referred 
for financial reasons and thirty-one pa tients were 
referred for environmental manipulation. The next 
largest group was referred for help with employment and 
rehabilitation. There were thirteen patients referred 
for this reason. Three patients were referred for help 
with family or pe rsonal problems. 
Table VIII indicates that forty-one of the 
fifty-five patients referred to the social worker by 
the doctor presented problems in addition to the referr al 
problem. There were fourteen patients of the twenty-
three who referred themselves who revealed other 
problems. Very often it was not possible to evaluate 
whether the patient had other problems because of 
limited contact or because the patient was only interest-
ed in help with the orig inal referral problem for 
which he came to the Social Service Department. 
What were the other problems? Table IX answers 
this question. It was revealed that fifty-three patients 
had family or personal problems or both and forty-five 
patients had financial problems. Fifty per cent of the 
patients who had financial problems were receiving help 
from the Department of Welfare. Most of these patients 
found it extremely difficult to manage on the allowances 
they were given. The other problems were in the area of 
TABLE nii. 
PATIENTS REVEALING OTHEH PROBLEMS IN ADDITION TO 
REFERRAL PROBLEMS 
' Other Problems Doctors Self Total 
Referral Referral 
Patients ba ving 
other problems 41 14 55 
Patients who reveal-
ed no other problem 14 g 23 
-
Total ~p 23 78 
TABLE IX. 
NUMBER AND NA'l"'DRE OF PROBLEMS P..EVEALED IN ADDITION TO 
REFERRAL PROBLEM 
Other Problems 
Family and personal 
Problems 
Financial 














employment and rehabilitation, housing, convalescence, 
and transportation. 
Twenty-four of the patients, who complained about 
financial difficulties, were from the doctors ' point-of-
view employable and physically able to hold part-time 
or full-time sedentary jobs. Those patients, who were 
able to mobilize themselves and accept a sedentary job 
or accept rehabilitation, were eventually in a better 
position financially. Only four patients improved their 
earnings by accepting rehabilitation. 
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The social worker in the Arthritis Clinic saw 
eighty new patients each of whom were referred to her with 
one specific problem. After she interviewed these 
eighty patients, other problems were revealed. In 
Table IX it can be seen tba t there were one hundred forty-
two other problems in addition to the referral problem. 
The average arthritis patient studied therefore had at 
least 1.7 problems per patient in addition to the problem 
for which he was referred. The writer found that there 
were sixty patients who had other problems in addition 
to the original referral problem. 
After studying each case closely, it was possible 
to evaluate in what area the patient saw the problem .. 
These findings can be found in Table x. There were fifty-
five patients who indicated concern about financial matters 
and forty-three patients expressed fear regarding their 
TABLE X. 




Employment and Rehabilitation 













illness. They were fearful of developing more pain 
and fearful of becoming more crippled and disabled. 
In over half of these patients it was accompanied 
by a fear of dependency and thus the loss of whatever 
type of independence each may have enjoyed before the 
onset of their illness. 
Twenty patients were worried about whether 
they could return to their old job or whether they 
would be acceptable and able to handle another job or 
rehabilitation. There were eighteen patients who ex-
pressed concern about family or personal problems, 
seven patients complained about poor housing conditions, 
and four patients had problems concerning traveling to 
and from clinic. 
The writer also evaluated how many patients 
followed the doctor's recommendation and came to s~e the 
social worker for help ·with a specific problem. The 
charts of the patients who referred themselves to the 
socia l worker were also reviewed and studied to deter-
mine if these patients acqomplished what they came to 
the social service department for. 
Only one patient who was referred by the doctor 
did not come to see the social worker. Forty-one 
patients referred by the doctor followed through the 
recommendation and asked the social worker to help them 
with the presenting problem. There were seven patients, 
43 
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however, who came to the social service office and 
did not follow the doc t or's recommendation. The 
social worker could not help two of the patients 
follow the doctor's recommendation. It is not knovm 
whether four patients followed the doctor's recommenda-
tion or not because they either did not return to the 
social service department after the initial interview 
or did not return to the clinic to see their doctor. 
Seventeen of the forty-one patients, who followed 
through and came to the social service department did 
not continue vdth what they set out to do or did not 
profit by the help that the social worker was able to 
give them. 
The situationwas entirely different with the 
patients who referred themselves to the social worker. 
All of these patients with the exception of four people 
accomplished what they had come for. TWo patients, who 
were referred by the doctor, decided that they wanted 
the social worker to help them with a problem other than 
the problem for which they were referred. There were 
seven patients, who referred themselves to the social 
worker and five patients who were referred by the doctor, 
who accepted help with the presenting problem and were 
helped to recognize and accept help for additional pro-
blems. Five patients sent by the doctor were not able to 
use the help of the social worker at all. They did not 
want help with the problem for which the doctor had re-
ferred them and also did not want help with any other 
problem. 
The areas in which the social worker was active 
were numerous. The areas of activity were tabulated 
into six classifications as follows: financial, family 
and personal problems, environmental manipulation, 
interpretation of illness to the patie nt or to the 
patient's family, employment and rehabilitation, re-
ferrals to social a gencies. The type of problem handled 
by the social worker in the order of t heir numerical 
importance is given in Table AI. 
The most prevalent method of interpretation of 
the social services to the patients and the doctors 
is accomplished case by case in a day-by-day demonstr a-
tion. The social worker tries to interpret her func-
tion and explain how she is able to help the patient 
make a meaningful use of all the medical facilities. 
The social worker learned tha t sometimes it was 
possible to interpret the function of the soci al ser-
vice department to one of the new doctors who never or 
seldom used the service. This was accomplished by giv-
ing assistance to one of their patients. In many in-
stances, these doctors, who did not use the social ser-
vice department before, began making referrals. 





AREAS I N \f.IH ICH THE SOCIAL WORKER VvAS ACTIVE 
Areas Number of Patients 
Interpretation of 
Social Service 41 
Financial 40 
Family and Personal Problems 37 
Interpreta tion of Illness to 
Patient or Patient's Family 33 
Environmental Manipulation 28 
Employment and Rehabilitation 22 
Referral to Social Agencies 13 
Total 214 
ly in evaluating the patients' economic situation to 
determine whether or not they can purcbase the 
appliances such as braces, dentures, elastic stockings, 
arches, canes, etc. recommended by the doctor. Also 
included in this category were Public Assistance pro-
blems such as the need for increased all~vances for 
special diets and clinic carfare and those patients 
who received loans or gifts from the Social Service 
Department. 
In the category of family and personal problems 
the worker felt that she only touched the surface in 
helping these patients. In her contact with p3. tients 
revealing family and personal problems She noted a 
resistance to taking help expressed not only verbally 
but in the very tenseness of the patient's body, a 
total defense in which both mind and body join. 
It was the social worker's opinion that all 
-~ 
the patients but one that she included under family or 
personal problems spoke about their problems only on 
a very superficial level and did not express a genuine 
interest to change their family situation or change 
their way of thinking. 
Interpretation of illness to the patient or the 
patient's family was geared entirely in the direction of 
the realities of the hospital and the health services it 
is designed to render. Interpretation of illness was 
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also focused around medical recommendations - the pro-
vision of a brace, special diet, physical therapy, 
occupational therapy, medication or toward helping the 
patient with individual difficulties the clinic regime 
creates for him. The social "WOrker dealt with the 
patient's conscious feeling about his illness. 
Table XI indicates tba t the social worker re-
ferred thirteen patients to various social agencies, 
and Table XII reveals the resources in the community 
the social worker used in helping the eighty patients 
studied. A great rmny more resources were suggested to 
patients vho did not feel that they had the need to use 
them. 
It is the function of the doctor to recommend 
convalescence or chronic care, etc; but it lies within 
the skill of the social worker to select with the 
patient the place which will best suit his individual 
needs and to help prepare the family and the patient 
for the following out of the recommendations. One of 
the special techniques of a social ¥'10 rker is her know-
ledge and skillful use of community resources. 
The Board of Education, the Board of Health, 
the New York Housing Authority, the Visiting Nurse 
Service and the Department of Welfare were included under 
the city department category. The contacts with the De-




RESOURCES USED IN IiELPING PATIENTS 
Resources Used Number of Cases 
Rehabilitation Agencies 23 
Other Departments of 
Presbyterian Hospital 25 
Private Community Agencies 26 
Orthopedic Appliance Companies 7 
Other Hospitals 3 
City Departments 31 
Presbyterian Hospital 
Social Service Fund 7 
Total 122 
~r called on the doctor to help her answer a letter 
I ::r::~uiry from the Welfare Dep3.rtment regarding the 
patient's employment status. On other occasions the 
Welfare Department and the medical social worker co-
operated to work out a plan whereby the patient could 
get extra money for a special diet, carfare to come to 
clinic, and various appliances recommended by ~~e doctor~ 
The Department of Education \~S utilized to get 
home teachers for two children with juvenile rheumatoid 
arthritis. The findings of tuberculosis was brought to 
the attention of the Department of Health in two cases. 
The private community agencies and other re-
sources included family agencies, nursing homes, con-
valescent homes, old age homes, The American Red cross 
and the Herald Tribune Fresh Air Camp. 
If the pa tie;tt was found to have family or 
marital problems and they wanted help with these pro-
blems, the social worker referred most of these patients 
to family agencies rather than work with them herself. 
It usually took several interviews to prepare a person 
to accept such a referral, for in most eases, the 
patient had core to the social service department to 
obtain help with other problems. The reason the social 
worker referred these patients to family agencies rather 
than work with them herself was mainly because of the 
time limitation, and also because many of these patients 
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did not attend clinic regularly. 
The social worker referred nine patients to the 
Division of Vocational Rehabi litation of the Department 
of Education and fourteen patients to the Institute 
for the Crippled and the Disabled. 
The presentation of three cases will show more 
clearly the areas i n which assistance was given to the 
patients and point up other major factors of this study. 
Case I. 
Identifying information. A. c. is a thirty-
seven year old married housewife, who has a 
three year old son. She came to the Arthritis 
Clinic because ' she suffered from severe pains 
and stiffness in left arm, neck, and back. 
Her symptoms were diagnosed as early rheumatoid 
arthritis. The treatment the physician re-
commended was to place her on a diet since she 
was obese and to prescribe several aspirins a 
day. 
Home situation and financial circumstances. 
A. C. makes her home with her husband and 
small son. They have a four room elevator 
apartment in a middle income housing project. 
Her husband works as a waiter and earns around 
sixty-five dollars a week. Their major ex-
penses are the rent and the continuous medical 
expense for their son, wh o suffers from celiac 
disease. 
Source and nature of' referral. During A. C.'s 
second clinic vis!£ she complained to her 
do c. tor that her pains continue to be severe and 
that s he feels completely worn out. The doctor 
suggested that A. C. take a rest away from home 
preferably at a convalescent home and suggested 
that she see the social worker to help her make 
the necessary arrangements. 
- ---~--···-------
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Areas in which the patient saw the problem. 
A. c. attributed her tiredness and highly 
nervous state to her son's poor health. 
She went into great length to tell the worker 
about all the time and attention he requires 
and how much she has done for him. She re-
lated that her son wakes her up four and five 
times during the night and this disturbs her 
sleep. Also his frequent feedings and special 
formula gave her little opportunity to rest. 
She a~itted that both she and her husband 
catered to her son's eve:cy vJJ.im. She realized 
that they had spoiled him. However, she felt 
tm t because he was ill that he should be made 
comfortable in other ways. She described her 
son as being hyperactive, moody and having 
frequent temper tantrums when he did not get 
his way. 
A. c. was also concerned about financial 
matters. She mentioned that she cannot 
mnage on her husband's income. The worker 
also learned that Mr. and Mrs. C. do not al-
ways get along very well. She described her 
husband as being a meek, quiet man, who gave 
her very little assistance in raising their 
son. A. c. also complained that her husband 
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was very critical of her and not very affection-
ate. His stuttering and his irritability up-
set her. · 
A. c. also expressed concern about her obesity. 
She was finding it very difficult to reduce. 
There bad been a twenty-five pound weight 
gain since the birth of her son three years 
ago. She indicated that she was always hungry 
and ate frequent small meals during the day. 
A. c. was worried that her arthritis would be-
come disabling and then there v~uld be no one 
to take care of her son. 
Areas in which the social worker was active 
The social worker offered to assist A· c. 
follow the doctor's recommendation of going to 
a . convalescent home for two ·weeks. The social 
worker tried to help A. c. understand that a 
rest away from home was not g<;)ing to solve her 
family problems. An effort was made to help 
her face the fact tba t when she left the con-
valescent home she ,No uld be returning to the 
marital problem and her "difficult" son. 
A. C. accepted the social worker's . inter-
pretation verbally. However, she felt 
nevertheless that if she secured enough 
rest at the convalescent home that she 
would return home a different person and 
would then be able to cope wi. th her nnny 
problems. Since she was quite anxious to 
go to the convalescent home as soon as 
possible, the social worker helped her malre 
arrangements for someone to care for her 
child during her absence. She was referred 
to a family a gency which has a homemak~r 
department. The convalescent home reported 
that A.C. did not benefit by her stay at the 
convalescent home. It vvas reported that she 
continuously expressed anxiety about her 
son's welfare and was worried tha t the home-
mker and her husband would not be able to 
handle his tantrums. 
Soon after A. C. returned home from the 
convalescent home, the social worker info :rmed 
her in what way the Social Service Department 
can be of assistance to her and offered to 
see her on a regular basis. A. c. rejected 
this offer of help on the ground that the 
doctor did not feel that she needed to come 
to the clinic more than once a month and she 
would not have anyone to leave her son with, 
if she came to the Social Service Department 
weekly. (A. c. lived one hour traveling dis-
tance from the hospital.) A family a gency in 
her neighborhood was then suggested. However, 
A. c. was not able to accept this referral 
either. A. c. felt that she would be able to 
solve her problems alone. She said she thought 
that her son would out grow both his physical 
illness and emotional problems. 
Discussion. This case shows tha t this patient 
was referred by her doctor to the social worker for 
help with arr anging convalescent care. The patient was 
interested in having the social worker help her in this 
area. She ·was not accepting assistance with the other 
social problems she revealed which included financial, 
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family and personal problems. The patient felt that 
after a rest in a convalescent home that everything 
would be different. She indicated tha t she would be 
able to "str aighten out" her own problems. The social 
worker tried to help the patient face her problems 
more realistically. She gave the patient an inter-
pretation of social service and how the department 
could help her. The social worker was active in arrang-
ing convalescent care and helped the patient secure a 
homemaker to care for her son during her stay at the 
convalescent home. 
Case II. 
Identifying information. C. J. is a twenty-
seven year old single woman , who developed 
rheumatoid arthritis at the age of seven. 
She spent many months in ho sp itals during her 
childhood. This disease left her very crippled 
and deformed. Many of her doctors felt that 
she would be an invalid for the rest of her 
life and would never leave her wheel chair. 
She first came to the Arthritis Clinic five 
years ago in a wheel chair and she is now able 
to walk into the clinic without even the support 
of a cane. Three years ago she was referred by 
her doctor to the Institute for the Crippled and 
Disabled for rehabilitation. Toward the end 
of 1953 the Institute's staff reviewed her case 
and decided tba t they had done all they could 
for her and closed her case. The social worker 
at the Institute who had very little contact 
with her was of the opini on that c. J. i s a 
ve~J hostile person who knows what she wants 
and usually goes after the things she wants with 
terrific drive and determination. The Institute's 
social worker felt that C.J.'s demands are usually 
unrealistic. At one time the patient had 
requested the Institute to help her 
purchase an electric wheel chair which 
would have cost several hundred dollars. 
c. J. was never able to accept the 
Institute's decision that nothing further 
could be done for her. She continued to 
attend all her rehabilitation classes for 
a period of time as though her case was still 
active. She had made many friends at the 
Institute and was very active in their social 
clubs. 
Home situation and financial circumstances 
C. J. makes her home with parents and younger 
sister, who is engaged to be married. The 
family lllive a four and a half room apartment. 
The patient has one brother in the navy v01o 
does not make any financial contribution to 
his family. It has been very difficult for 
this family to manage financially. c. J.'s 
f a ther has been ill for a year and is only 
able to work part-time. C. J. 's sister, who 
is a secretary is carrying most of the 
financial btu~den. 
Source and nature of referral c. J. was 
referred to the Social Service Department by 
her doctor to help arrange and finance the 
cost of a summer camp for two weeks. 
atient saw the roblem 
One of at c. J. pre-
sented was a financial one. She expressed 
the feeling that it was difficult for her to 
have to ask for financial assistance for 
this purpose. She indicated that she would 
like to hold a job and help her sister with 
some of the family ' s expenses. She felt that 
the Institute for the Crippled and Disabled 
was ''unfairn to her and did not do everything 
they could have done to find her employment. 
She was certain that she could hold some kind 
of clerical or receptionist job. c. J. ex-
pressed the feeling that she was very self-
conscious of her deformity and that people 
were staring at her .and were being sorry for 
her. This bothered her very much. She feels 
very happy in the company of her disabled 
friends and is uncomfortable with people, who 
are not disabled. 
Areas in which the social worker was active 
The first step for the social worker was to 
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review c. J.'s situation with her doctor, 
who also felt that the Institute for the 
Crippled and Disabled could bave made a 
greater effort to find a job for her. Since 
the camp plan appeared to be a good one, a 
sufficient amount of money was secured from 
the Presbyterian Hospital's social service 
fund. 
Several months prior to her going to camp 
the worker arranged to see c. J. weekly after 
she was seen in the Arthritis Clinic. The 
worker tried to get to know C. J. and gain 
her confidence. At first it was difficult to 
establish a professional relationship because 
she wanted the social worker to be her 
personal friend. The social worker accepted 
c. J.'s invitation to attend the Institute's 
carnival and came to see the work she was 
doing and see the special booth she had helped 
construct. The worker felt that attending 
the carnival would be a gpod way to indicate 
interest in her and interest in what she was 
doing. Because of this and other evidences 
of interest in her by the social worker, c.J. 
eventually did take the social worker into 
her confidence and discussed with her many 
of her fears and co11flicts. The social worker 
tried to help her face some of her limitations. 
Discussion. This patient was referred by her 
doctor to arrange and finance a two week stay at a 
summer camp for the disabled. During the initial con-
tact with this patient she was only interested in help 
in this area even though she expressed the feeling that 
it was difficult for her to accept financial help. She 
later revealed that she wanted help in other areas. She 
indicated that she had problems in the area of financ-
ing cost of transportation to and from clinic, personal 
problems, difficulties ~nth becoming rehabilitated and 
accepting her physical limitations. The social worker 
was active in secm'ing funds to finance the cost of the 
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summer camp and was also active in helping the patient 
accept her physical limitations. 
Case III. 
Identifying information. J. J. is a fifty-
one year old single woman, v'lh.o never married. 
She has been ill all her life with various 
ailments which include rheumatic fever, chronic 
gastriti~, peptic ulcer and rheumatoid arthritis 
whi ch i s of a mild, inca,Paci tati·ng nature. The 
only manifestation of this disease in her case 
was occasional pain, stiffness and swelling in 
her bands and legs. Her doctor regards her as 
a very anxious and dependent "W:>man. She is 
seen in the Arthritis Clinic on the average of 
twice a month. During her several admissions 
to the hospital she took an interest in occupa-
tional therapy and when she returned home 
taught herself many handicrafts such as weaving, 
crocheting, working with leather goods, etc. 
She later developed this hobby into a means of 
livelihood. 
Home situation and financial circumstances 
J. J. makes her home with her aged mother and 
a sister, who is two years younger. They have 
a four room apartment and pay forty-five dollars 
a month rent. Up until three years ago J. J. 
was not able to hold a full time job because of 
her ill health, and her sister supported both 
her and her mother. Vfhen J. J. started working · 
she found every job she held too strenuous and 
tiring. She did office work for a time and then 
secured her present job as an occupational 
therapist at an old age home. She is out of 
work very often due to ill health and her em-
ployer does not complain about this. J. J. 
earns one hundred twenty-five dollars a week. 
Source and nature of referral J. J. was referred 
to the Social Service Department by her doctor 
in the Arthritis Clinic. The doctor wanted the 
social worker to help her find other employment. 
angry at her employer because he refused to 
give her yearly increments. Another complaint 
that she had about her job was that working 
with old, senile people depressed her. Also 
these old individuals made a great many demands 
on her, which she was unable to fulfill. The 
aggravation and tensions on the job left her 
exhausted at the end of the day and often she 
felt too tired to have her supper before gping 
to bed. She bad decided that this was not the 
right way to live and therefore she made up 
her mind to change jobs. She stressed greatly 
her unworthiness, her failure in her estimation 
to make good at her job, and her hopelessness 
of ever being well a gain. She also expressed 
concern that she felt eventually she would be 
a burden on her family. J. J. thought that· 
perhaps an occupational therapy job with young 
people or an office job would solve a great 
many of her problems. The patient indicated 
interest in talki ng to the social worker 
regularly so that she could discuss the various 
matters that upset her. 
Areas in which the social worker was active 
The social worker evaluated with the patient 
the advantages and disadvantages of her leaving 
her present job. The patient was helped to 
understand that most of the pressures and 
tensions on the job that she described were 
created by herself. J. J. agreed that she ex-
pected too much of herself. The worker tried 
to point out some of the positive aspects of 
her job. J. J. was not told by anyone at the 
old age home how to conduct her work. Also, 
it was stressed how fortunate she was to be 
able to take time off from work to attend 
clinic. The worker helped J. J. face the fact 
that most employers would not tolerate frequent 
absences. 
Through the regular interviews with her social 
worker J. J. became aware that she was getting 
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a great deal of personal satisfaction from 
teaching old people and helping them avoid idle-
ness. Since the patient continued to be interest-
ed in looking for other employment the social 
worker referred her to the New York State Re-
habilitation Center. The social worker gave 
J. J. emotional supportive care. She was eiven 
reassurance and encouragement not to give 
up her job when she became depressed. 
Discussion. This case was referred by the doctor 
for help to find other employment. It was revealed that 
this patient had .many other problems in addition to 
the referral problem and these were in the area of 
personal and financial problems. She saw her difficult-
ies mainly in the areas of finances and employment. 
She was also aware that a lot of her unhappiness was 
caused by herself and she welcomed the opportunity to 
talk to the social worker regularly. The social worker 
was active in giving the :r:a tient emotional support and 
help her face her own personality and physical limita-
tions. Before the worker referred this patient to a 
rehabilitation center she was helped to understand that 
she would find difficulty in finding other employment 
in view of the fact tba t she stays out of work fre-




An attempt has been made in this paper to re-
view the work of the medical social ~rker in order to 
find out how she is being used in relation to an Arthri-
tis Clinic. It was the hope of the writer that this 
study would indicate the need for certain changes which 
would eventually improve services to the patients. 
The investigator vvas mainly interested in t he kind of 
help for which patients are referred to the Social 
Service Department, and the kind of help the patients 
ask for, and the areas in vmich the social worker is 
active. From this study some f a cts seem apparent. The 
social worker is only regching a very small percentage 
of patients attending the clinic. As was indicated in 
Chapter I, approximately 332 new patients attended the 
Arthritis Clinic yearly, and the social worker only 
saw eighty of these patients. More than half of the 
referrals came from the doctors in the clinic. Most of 
the other referrals came from the patients themselves. 
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The nurses, physical therapists, occupational therapists, 
vocational advisors, and other professional groups, who 
were in close contact with the patients, made no re-
ferrals. Most of the patients, who referred them-
selves and half' of the doctors in the clinic had very 
little understanding of' the function of a social ser-
vice department; many did not know that the departrre nt 
even existed. A large percentage of the patients, Who 
came to the social service office, thought that the 
social worker mainly gave out money to the needy, 
helped people pay for their appliances or assisted 
Public Assistance clients secure an additional allow-
ance for a special diet and clinic carfare. It was 
quite significant that twenty-two of the twent,y-three 
patients who referred themselves to the social service 
department had had previous contact with a social worker 
at the hospital or from another social agency. 
This study reveals that the doctors called upon 
the social worker for various re~sons, and usually, the 
referrals were of a nature appropriate to social service 
like arranging for convalescent care, rehabilitation, 
transportation, housing, camp, etc. In comparison, the 
self referrals were mainly for help with Department of 
Welfare problems. These referrals were usually tangible 
and. seldom requested help with family and personal pro-
blems. 
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Practically all the patients included in this 
study have many social and emotional problems. Almost 
every patient who came to the Social Service Department 
revealed other problems than the referral problem. 
The other problems that were revealed were usually of 
a more serious and complicated nature and usually in-
volved family, emotional and financial problems. 
Since the social worker found many more social 
pr oblems per patient than the doctor saw or than the 
patient brought to her originally, it can be assumed 
that neither the doctor nor the patient referral is 
. 
the best method for getting access to the patients with 
social problems. 
It would seem that the best way to get to know 
the new patients would be to interview them as soon as 
possible after admission to the clinic. These inter-
views would enable the social worker to interpret her 
function and relationship to the clinic. The next step 
would be for the social worker to select a group of 
patients she believes she can help and who want her 
professional guidance. Most of the referrals for help 
with tangible services gave the social vvorker an 
opportunity to evaluate the other problems and to inform 
the patient about social service. 
The patients generally seemed to find it much 
easier to talk about their medical complaints and their 
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financial difficulties than they could about their 
troubled personal and family relationships. 
The areas in which the social worker was 
active and able to help were also numerous. Very few 
patients were referred for help with family and per-
sonal problems. However, the social worker was fair-
ly active in this area. Also, there was a great deal 
of activity in giving interpretation of social service 
and giving interpretation of illness and regime to 
the patient and to his family. The worker spent much 
time in evaluating the financial situations of the 
patients and facilitating Public Assistance problems. 
The patients who came to the social service 
departme nt were generally interested in getting help 
with the referral problem. One-third of these patients, 
however, did not follow through on these referrals and 
were not helped by the social worker. A very small per-
centage of patients requested help vvi th the other pro-
blems that were revealed. 
It was found that resources such as rehabilitation 
centers, family a gencies, convalescent homes, etc. were 
adequate for the arthritic patients, who attended the 
clinic. The main problem was that the majority of patients 
were either too crippled for rehabilitation, or else there 
was an emotional block which prevented them from accepting 
psychiatric help, case work help, or vocational advice. 
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The worker encountered difficulty in helping patients 
over fifty to find employment. 
The social worker need not feel discouraged when 
her offer to help is met with resistance either by the 
patient denying the existence of any problem or his 
assurance that he can handle it himself. 
Seventy-one patients out of the eighty studied 
were either dependent on the support of governmental 
agencies or friends and relatives. The writer was not 
able to draw a conclusion from this fact since eighty 
patients were a very small sample of the total clinic 
population. One assumption can be made, h~vever, and 
that is, that chronic illness leads to economic depend-
ence. 
Since the secr etary of the head of the clinic 
is in charge of follow-up, the social worker seldom 
learns what happens to the patient who discontinues 
coming to the clinic. Another problem that this study 
revealed was that many of these patients are from the 
physical standpoint capable of holding some kind of job 
yet find it difficult to motivate themselves. Mobiliz-
ing these patients and helping them to accept rehabili-
tation or a light job is a big task and a very slow 
processe The social worker in this clinic has found it 
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difficult to deal with this problem thus far. 
Medical case workers have a challenging job. 
Apart from their contacts with the patients and their 
families, their job is made more difficult because of 
the variety of other professions with which they v~rk. 
Because it takes time to interpret, and because this 
is the responsibility of each social worker, time must 
be alloted for this part of the job, just as time is 
alloted for other parts of the job. This study illus-
trates that there is a great need for interpretation. 
Finally, for all the recognition that has been 
given to t he impor tance of a better understanding of 
the patient and his social situation with all its emot-
ional components, it is felt that much more could and 
should be done to learn what this experience means to 
the family group. Arthritis is a chronic disease, and 
the patient is by no means the only one in his group 
affected by the changes brought about by the illness. 
Thus, because medical needs are affected by problems 
arising out of his social situation, it would seem 
essential that the social worker interpret to the family 
group the meaning of the patient's illness and the treat-
ment measures recommended. 
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App~1(~~ 




A. Identifying data 
a. Age 
b. Sex 
c. Marital status 
B. Economic factors 
a. .Supports. self an d others 
b. Supports self 
c. Supported by friends or relatives 
d. Supported by public agencies 
1. Old Age Assistance, Old Age 
Pension, Aid to the Dependent 
Children, Home Reli e r 
c. Did patient have previous contact vtith social service? 
D. Source of referral 
a. Number and reasons for referrals by doctors 
b. Number and reasons f or self referrals 
E. Nature of referral and number for each category 
a. Financial 
b. Employment and rehabilit ation 
c. Environmental manipulation 
d. Family and personal problems 













of patients with other problems 
of other problems 
of other problems 
Family and personal problems 
Financial 





G. Areas in which the patient saw the problem 
a. Financial 
b. Illness 
c. Employment and rehabilitation 




a. Number of patients vfu.o followed the 
doc t or's recommendation and came to 
the Social Service Department 
b. Number of patients wno did not come 
to the Social Service Department at 
the doctor's recammendation 
c. Number of patients v.ho were helped 
through contact with the social worker 
d. Number of patients who were not helped 
by the social worker 
e. Dic1 patients who referred themselves 
accomplish wba t they came for? 
f. Number of .:r:a tients wanting help with 
other problems. 
I. Areas in which the social worker was active 
a. Interpretation of social service 
b. Financial 
c. Family and personal problems 
d. Interpretation of illne ss to patient or 
patient's family 
e. En vi ro:nm.en tal m.anipula ti on 
f. Referral to social a gencies 
J. Resources used 
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